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asymptomatic diabetic patients.
METHODS In a cross-sectional study, 372 asymptomatic type 2 dia-
betic patients without known coronary artery disease underwent 64-
channel dual-source CCTA and were classiﬁed into 2 groups;
obstructive CAD group or non-obstructive CAD group. CCTA scored
obstructive coronary artery disease as more than 50% of diameter
stenosis of each coronary artery. HOMA-IR was calculated by fasting
blood glucose and fasting insulin levels.
RESULTS During 37.318.9 months of follow up, prevalence of
obstructive CAD was 39.2% and there were 17 cardiac events.
Obstructive CAD group showed much poor outcomes in both all-cause
death and cardiac death than non-obstructive CAD group (p¼0.005,
p¼0.047, respectively). And HOMA-IR was signiﬁcantly higher in the
obstructive CAD group as compared to the non-obstructive CAD group
(4.774.11 vs 6.465.69, p¼0.002). In a logistic regression analysis,
odds ratio of obstructive CAD for HOMA-IR >6.0 was 2.0 (p¼0.006).
Male gender, age and hypertension also associated to signiﬁcantly
increased relative risk for obstructive CAD (p¼0.000, p¼0.004 and
p¼0.009, respectively).
CONCLUSIONS Increased insulin resistance identiﬁes high risk in-
dividuals who may have obstructive CAD on CCTA and we might be
able to stratify CAD in asymptomatic diabetic patients by simply
measuring of HOMA-IR.
Table 1. Baseline clinical characteristicsN [ 372Age, years 62.2  10.3
Male (%) 199 (53.5 %)Body Mass Index, ㎏/m2 24.4  3.2
Hypertension (%) 193 (51.9 %)Current smoker (%) 70 (18.8 %)Duration of DM (years) 11.4  9.9
HbA1c 8.7  2.7
MedicationInsulin (%) 106 (28.5%)Aspirin (%) 141 (37.9 %)ACE inhibitor or ARB (%) 160 (43.0 %)Statin (%) 181 (48.7 %)CATEGORIES IMAGING: Non-Invasive
KEYWORDS Coronary artery disease, Diabetes mellitus, Insulin re-
sistanceTCT-331
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BACKGROUND Spontaneous coronary artery dissection (SCAD) is an
unusual but increasingly recognized cause of Acute coronary syn-
drome and sudden cardiac death mainly in young women, in theabsence of conventional cardiac risk factors. The pathophysiology
remains poorly understood with controversy regarding the optimal
management of SCAD.
Aim We report a SCAD CT coronary angiography (CT CA) series
illustrating early healing of the coronary vessel in conservatively
managed SCADs. This provides insight in to the time frame in which
the dissected artery can heal. Also provides consensus for the period
of time in which dual anti platelet therapy should be used in
conservatively managed SCAD.
METHODS From our SCAD- UK research registry, we have reviewed a
cohort of 12 selected conservatively managed SCADs who underwent
CT CA over period of 4 weeks to 18 months post SCAD. This is a
collaborative research study with aims is to establish the Epidemi-
ology, management, outcomes and pathophysiology of SCAD. To date,
we have recruited 268 patients with SCAD across the UK and Europe
using research portal (http://scad.lcbru.le.ac.uk/). In this case series,
the clinical and index case (SCAD) details were veriﬁed by examining
clinical notes and angiographic data to conﬁrm the diagnosis. For
follow-up, medical, imaging data and questionnaires were reviewed.
RESULTS In this cohort, the follow up median time is 180 days. None
had any cardiovascular risk factors and athermatous SCAD on angi-
ography. The mean age was 40.6 years, with exclusively female cases.
3 cases were post menopause, 3 were menopausal and remainder pre
menopause. 2 cases had recurrent SCADS and 1 case of multivessels
SCAD, remainder were of single vessel SCAD. Coronary Angiography
reveled the following coronary distribution :LAD (10), LCX (1), RCA (1).
All LAD SCADS involved distal third of the LAD, which was a wrap
around LAD vessel. All cases were conservatively managed. In 90 % of
the cases, the time to treatments was greater than 8 hours. Extreme
exertion at SCAD onset was noted in 1 case following a marathon.
However, stress appeared to be a common presentation prior to the
index event. CT coronary angiography with 3D vessel reconstruction
demonstrated healing and normal luminal ﬂow within healed
dissection as early as 4 weeks post SCAD. The calcium score was zero
in all cases.
CONCLUSIONS SCAD remains to be under diagnosed with no guide-
lines yet in place for management of SCAD. The natural history of
SCAD includes complete resolution and healing suggesting conser-
vative approach as the best strategy. This is the ﬁrst case series of
CTCA in SCAD demonstrating insight into the interval time in which
SCAD potentially heals, as early as 4 weeks post index event. This may
help comprehend the pathophysiology of SCAD, and vessel healing
which may be associated with improved long-term prognosis. Also
this stipulates a consensus for limited period of use of Dual anti
platelet therapy guided by CTCA in conservatively managed SCAD.
CATEGORIES OTHER: Womens Health Issues
KEYWORDS Computed tomography, cardiac, CT, Spontaneous coro-
nary artery dissection
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BACKGROUND Planning for Transcatheter Aortic Valve Replacement
(TAVR) using computed tomography (CT) has become a gold standard,
but a signiﬁcant number of patients cannot be examined with full
dose contrast CT due to chronic kidney disease (CKD). The aim of this
study was to evaluate the efﬁcacy and safety of the extreme low-
contrast CT compared to the three-dimensional Transesophageal
Echocardiography (3D TEE).
METHODS Between September, 2012 to December, 2014 in our center,
74 patients with chronic renal dysfunction underwent TAVR for se-
vere aortic stenosis and had either low-contrast CT or non-contrast
CT. These patients were divided into two groups by physician’s
discretion. 20 patients were examined using the 128-slice high pitch
helical mode scanner (SIEMENS SOMATOM Deﬁnition Flash) with
extremely low-contrast dose (less than 40 ml). Two out of twenty
were excluded because of inadequate image quality for prosthesis
sizing. 54 patients were examined only non-contrast CT and had valve
B134 J O U R N A L O F T H E A M E R I C A N C O L L E G E O F C A R D I O L O G Y , V O L . 6 6 , N O . 1 5 , S U P P L B , 2 0 1 5sizing by 3D TEE. Both CT and TEE were analyzed by experienced
cardiologists. We compared clinical ﬁndings in these two groups. A
composite end-point of 30-day major complications was deﬁned as
including death, cerebrovascular accident (CVA), myocardial infarc-
tion, cardiac shock, major bleeding, major vascular complications,
acute kidney injury (AKI), and acute respiratory failure. Post-proce-
dural para-valvular leak (PVL) and 30-day PVL were recorded by TEE
and TTE respectively.
RESULTS There was no signiﬁcant difference in the baseline mean
eGFR (ml/min/1.73m3) in these two groups (33.07.5 vs 28.610.8,
p¼0.20). Total number of patients with 30-day major complications in
the low-dose contrast CT group were signiﬁcantly lower than the 3D
TEE based group (0% vs 18.5%, p<0.05), while there was no signiﬁcant
difference in post procedural PVL and 30-day PVL. In the ultra-low
contrast group, there was no AKI and serum creatinine did not change
after the CT scan (pre-scan creatinine 1.550.21 mg/dl, post-scan
creatinine 1.450.40 mg/dl, p¼0.21).
CONCLUSIONS TAVR in patients with CKD by planning with ultra-low
contrast dose CT was associated with similar post procedural PVL and
30-day PVL but with lower incidence of 30-day major complications
compared to the 3D TEE group. Our results offer preliminary data that
ultra-low dose contrast CT appears feasible and safe to guide TAVR
procedures in patients with CKD.
CATEGORIES IMAGING: Non-Invasive
KEYWORDS Contrast, CT sizing, TAVR
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BACKGROUND Noninvasive methods to derive fractional ﬂow reserve
from coronary CT angiography data depend on the accuracy of the
luminal boundary extracted from image data. The spatial resolution of
coronary CTA data has been considered as a fundamental upper limit
on the accuracy and precision of FFRCT, but this neglects the fact that
CT image data can be segmented with sub-pixel resolution. We hy-
pothesize that the quality of the image data and coronary calciﬁcation
have a greater inﬂuence on lumen accuracy rather than the spatial
resolution of CTA. We investigate the limits of the accuracy of lumen
boundary identiﬁcation from CT related to coronary calciﬁcation us-
ing OCT data as the reference standard.
METHODS Image processing methods were applied to segment the
lumen boundaries of 96 lesions in 23 patients from coronary CTA and
OCT data. Plaques were characterized as calciﬁed or non-calciﬁed
based on appearance on CT. OCT data was co-registered to CT data
using branch vessels found in both images as ﬁducial markers.
RESULTS Minimum lumen area was 3.472.09 mm2 (CT) and
3.582.03 mm2 (OCT) for all plaques (p¼N.S.), and the average absolute
error for MLAwas 0.86 0.67mm2 and 0.26 0.19mm for MLD. For non-
calciﬁed plaques, the average absolute error for MLAwas 0.48 0.31 mm2
and 0.18 0.10mm forMLD, the Pearson’s correlation coefﬁcient for MLA
by CT to MLA by OCT was 0.96 and the bias was -0.04 mm2.
CONCLUSIONS The spatial resolution of coronary CT angiography
does not limit the accuracy of the lumen boundary extracted using
modern image segmentation methods. Given a spatial resolution of CT
data of approximately 0.4 x 0.4 x 0.6 mm, the MLD can be resolved
accurately as evidenced by the strong correlation with OCT data for
non-calciﬁed plaques. Limitations in anatomic resolution are due to
image quality, especially related to the presence of calcium.CATEGORIES IMAGING: Non-Invasive
KEYWORDS Computed tomography coronary angiography, OCT,
PlaqueIMAGING: INTRAVASCULARTuesday, October, 13, 2015, 4:00 PM-6:00 PM
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BACKGROUND Current catheter-based coronary imaging systems are
calibrated to measure a distance from the probe to a lumen border
through blood or a ﬂushing medium with known signal propagation
speed. Thus, presence of instent neointima may affect stent measure-
ments, since the speed of signal can vary in soft tissue. Blooming arti-
facts from strongly-reﬂective metal struts can also result in a certain
variability, particularly in light-based approaches. This study aimed to
elucidate potential factors affecting stentmeasurements in comparison
of conventional IVUS and optical frequency domain imaging (OFDI).
METHODS IVUS and OFDI were compared in 64 matched segment
images obtained in vivo from 20 swine coronary stent models: 34
images were obtained at baseline, 17 images at 4 weeks, and 13 images
at 12 weeks (corresponding to 6- and 18-month follow-up in humans,
respectively). IVUS measurements were performed at the leading edge
of boundaries, as ultrasound blooming mainly occurs distally. In OFDI
where blooming can occur both proximally and distally at strut sur-
face, stent contours were traced at leading edges and at highest in-
tensity points of strut images.
RESULTS When stent was traced at leading edges of OFDI strut images,
stent volume (mm3/mm) by OFDI was 2.6% smaller at baseline
(p<0.001), 5.1% larger at 4weeks (p<0.001), and equivalent at 12weeks,
compared with those obtained by IVUS. In contrast, when traced at
highest intensity points by OFDI, stent volume was larger in OFDI than
in IVUS at all time points but to varying degrees: 2.4% at baseline
(p<0.001), 10.9% at 4 weeks (p<0.001), and 3.6% at 12 weeks (p¼0.01).
Similar ﬁndings were also observed for minimum stent area measure-
ments. In the assessment of instent neointima at follow-up, neointimal
volume by OFDI was larger at both 4 weeks and 12 weeks than IVUS,
regardless of the strut tracing methods, possibly due to indistinct
neointimal border on IVUS images leading to underestimation of neo-
intima particularly in stents with a relatively thin neointimal layer.
